To evaluate Breslau's 7-item screen for posttraumatic stress disorder (PTSD) for use in primary care.
P osttraumatic stress disorder (PTSD) is a serious and often chronic response to overwhelmingly stressful events. The disorder is associated with increased rates of medical morbidity, poor health-related quality of life, and functional impairment.
1,2 PTSD is prevalent in primary care settings, where approximately 12% to 25% of patients meet diagnostic criteria for the disorder. 3, 4 Despite the development of a number of efficacious behavioral and pharmacological treatments, 5, 6 only a minority of patients with PTSD receive mental health services. 7 PTSD is the most frequently underrecognized and untreated anxiety disorder in primary care settings. 8 Attention to PTSD in medical settings is key to providing treatment to this population, because primary care, rather than specialty mental health services, is the point of contact with the health care system for the majority of individuals with PTSD. 9 Improving detection of PTSD is a necessary first step to addressing the health and mental health burden experienced by these patients. Several approaches to screening have recently been proposed, ranging from the use of full-length psychometric self-report measures 10, 11 to the development of brief, stand-alone screening instruments. 4, 12 Ideally, a screen for PTSD would balance the ability to detect cases with the resources required to evaluate and treat cases that screen positive. The current study focuses on a 7-item screen for DSM-IV PTSD developed by Breslau et al. 13 We evaluate the utility of the Breslau screen to identify PTSD in primary care settings.
Breslau et al. 13 proposed a 7-item, empirically derived screening scale from interview items that best discriminated individuals with a diagnosis of PTSD in a large epidemiological telephone survey. The screen was designed to follow an event checklist or other assessment of trauma exposure. Their data indicated that cutoff scores of 4 or 5 (the authors' recommend 4) best balanced the screen's sensitivity, the ability to detect patients with PTSD, and specificity, the ability to detect patients who do not have PTSD. Providing follow-up referrals or evaluations to individuals with screen scores of 4 and higher would maximize the number of PTSD cases identified while minimizing the resources allocated to false positive cases. The authors suggest that future studies evaluate the screen using direct comparisons with clinical assessments and populations that include patients over 45 years of age. We investigate the utility of the Breslau screen by direct comparisons with clinical assessments in a VA primary care population with an unrestricted age range. Furthermore, we eliminate the need for a separate assessment of trauma exposure by adding an introductory stem that is brief and reliable as a general reference for exposure. 4 Thus, the screen, as used in the current study, may be administered to patients as a brief stand-alone self-report instrument to identify those who may have PTSD.
METHOD
Participants were recruited from general medical and women's health clinics at a Veterans Affairs Healthcare System for a study of physical and mental health responses to stressful life events. 2 Exclusion criteria included obvious cognitive impairment; preferred language other than English; invalid phone number; and participation in another research project that precluded their participation in the current study. A convenience sample of 258 individuals was approached in clinic waiting areas, provided written informed consent, and then self-administered Breslau's short screening scale for PTSD 13 ond time and were interviewed using the Clinician-Administered PTSD Scale (CAPS) 14 by trained masters' and doctorallevel psychologists blind to screen results. Participants were paid $15.00 for their participation. The Stanford University panel on medical human subjects approved this project. The screen is scored by summing the positive responses with scores ranging from 0 to 7. A Spearman's rank correlation was calculated to assess test-retest reliability for an ordinal scale, while k coefficients were used to determine agreement for individual items. We calculated sensitivity, the proportion of all cases that were detected (detected true positives/prevalence), and specificity, the proportion of all negative cases that were detected (detected true negative cases/(1-prevalence)) for each possible score. To determine the optimal cut score for follow-up, we calculated quality indices for sensitivity and specificity, weighted k coefficients that reflect the accuracy of the test (or optimal point on the receiver operating characteristic curve) while accounting for the influence of the prevalence of the disorder. 15, 16 We used a coefficient weighted equally for sensitivity and specificity to determine the optimal cut score. In addition, we calculated likelihood ratios (LR) (ratio of the proportion of people with and without PTSD within a stratum of the screen results) for scores ranging from 0 to 2, 3 to 5, and 6 to 7. Likelihood ratios measure the power of a screen result to change the prescreen into the postscreen probability of PTSD being present. 17 
RESULTS
The average age of the 134 participants was 51.7 years (SD =15, range 22 to 85), and 82 (61%) were women. Participants' racial/ ethnic identity generally reflected those of the VA primary care patients: 68% white, 18% African American; 5% Hispanic; 5% Asian/Pacific Islander; 1% Native American; and 3% other. 18 Most participants had some college education (68%; n =91); 44% (n =59) were married and 59% (N =79) were employed. The prevalence of PTSD as identified by the CAPS was 25%, 29% among men and 22% among women. Of patients diagnosed according to the CAPS, 38% had a diagnosis of PTSD in the medical chart. The median number of items endorsed on the screen was 1 at Time 1 and 2 at Time 2 administration; the range was 0 to 7 for both administrations, and test-retest reliability was .84, Po.001. Test-retest k's for individual items ranged from 0.50 to 0.81 (Table 1) ; the mean k across the 7 items was 0.67. Table 2 summarizes the operating characteristics of the screen completed at the second interview. Quality indices for cut scores of 4 (6.2), 5 (6.6), and 6 (6.6) were nearly identical, indicating that these scores maximized both sensitivity and specificity. Operating characteristics calculated separately for men and women were similar. Likelihood ratios were 0.04, 1.28, and 13.4 for scores of 0 to 2, 3 to 5, and 6 to 7, respectively (Table 3) .
DISCUSSION
Our results extend those obtained from epidemiological research and suggest that Breslau's 7-item PTSD scale may be a reliable and valid screen for PTSD in primary care settings. The screen can be administered as a stand-alone self-report instrument. The screen provides an efficient method to identify patients who may benefit from additional evaluation and management within the medical visit or referral to specialty mental health services.
While quality indices were similar for cut scores of 4, 5, and 6, using a cut score of 4 would be the most sensitive option, as well as consistent with prior epidemiological research. 13 This cut score yielded positive screens for 85% of PTSD cases. Another approach would be to use LR. If time and resources for follow-up are scarce, patients with scores of 6 and 7 (LR =13.4) should be targeted first for further evaluation. Scores of 6 or 7 significantly increase the probability of PTSD (e.g., at a pretest probability of 10%, these scores would increase that probability to 60%). For patients with scores of 3 to 5, evaluation would depend on the patients' pretest probability of PTSD, and those with scores of 0 to 2 would not need further evaluation (e.g., even at a pretest probability of 50%, scores of 0 to 2 would result in a posttest probability of less than 5%). The base rate of PTSD was 25%. PTSD, posttraumatic stress disorder; CI confidence interval. PTSD, posttraumatic stress disorder; CAPS, Clinician Administered PTSD Scale; CI, confidence interval.
